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Safety, Quality,
Experience & Clinical
Risk

Function together to
stop harm and
improve patient and
caregiver experience
by influencing a highly
reliable “always safe”
culture.
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Office of Patient Experience 2021

. . Chief Patient Experience Officer

Executive Team -.- Executive Director

- Senior Nurse Executive

System Functions e Caring and Learning Together
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Safety Quality Experience Infection Patient Regulatory Clinical External
Prevention Advocacy Affairs Data Reporting

Physician
Advisory
Services

Caregivers are Deployed According to Geography and Care Continuum Demands

Patient & Family Advisors
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Hospitals Clinics Homecare

OPE Teams
Align and support the work
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OPE Work Groups
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Geography Care Continuum Initiative
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Workgroup Structure

e Facilities in near e Behavioral Health e Education
proximity to facilitate e Children’s Health, e Event Management
resource flex as needed, Primary Care e Survey Readiness
€.8-/ . e Critical Care, Med Surg e Provider Support
% Event or complaint e ED, Trauma e Communication

management e Homecare, Hospice,
% Surveys Rehab
 System or work e Oncology
deployment

e Shared Services
e Surgical Services
e \Women’s Health
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https://intermountainhealth.sharepoint.com/sites/OfficeofPatientExperience/Shared%20Documents/Guidebook%20for%20Redesign/Master%20-%20OPE%20Workgroups%20Directory%20V1.xlsx?web=1
https://teams.microsoft.com/l/file/3580BC32-FAA6-42F6-8E5A-2DB191C2CCBC?tenantId=a79016de-bdd0-4e47-91f4-79416ab912ad&fileType=xlsx&objectUrl=https%3A%2F%2Fintermountainhealth.sharepoint.com%2Fsites%2FOfficeofPatientExperience%2FShared%20Documents%2FGuidebook%20for%20Redesign%2FMaster%20-%20OPE%20Workgroups%20Directory%20V3.xlsx&baseUrl=https%3A%2F%2Fintermountainhealth.sharepoint.com%2Fsites%2FOfficeofPatientExperience&serviceName=teams&threadId=19:40edbfef4ec94bbcb60d439d95eb3c49@thread.skype&groupId=55d413a4-be05-45f5-86bf-bfd1a9aba68e

| respect you | care about you | keep you safe

Actively listen Support you with empathy Work collaboratively as a team
Learn what matters to you Answer your guestions Speak up if there is a concern

Use language you understand Treat you with kindness Resolve problems when they come up




High Reliability = We do what we intend to do EVERYTIME
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ARCC

* Be approachable -- LISTEN
* Encourage others’ voices
e Listen for ‘1 have a concern’

T2

STANDARDIZED
HAND OFF

Hand off situational awareness
Model attention to detail
What could go wrong?

ISt

SBAR

* Beclear and concise
* Respect others’ time
* Request action

REPEAT-BACKS
AND READ-BACKS

* Take time and focus
e Confirm understanding of plan
* Listen for ‘I have a clarifying question’

STOP AND
RESOLVE

* Acknowledge uncertainty
* Address anything abnormal or unclear
e Listen for ‘I have a concern’

STAR

* Beware multitasking: stop and focus
* Take a diagnostic timeout
*  Watch yourself for bias

W lstmountaim



Apology and Connection
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Life of a Safety Event
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Life of a Safety Event

Rapid
Assessment
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Life of a Safety Event
Rapid Analysis and Action Closing the
‘> Assessment >> Classification>> Planning >> loop >
- o

onou cannot fix what you do not

know is broken.
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Caring

What do our patients, their loved ones, and our caregivers need?

Learning

Did our process break down?
Do we need to make any changes to promote safety and experience?

A fsimuntaim



Psychological Safety and Accountability

> High

- Comfort Zone Learning Zone
(Vg

S

[s)

O

g Apathy Zone Anxiety Zone
>

a Low

Accountability

Edmondson, Amy C. Teaming: How Organizations Learn, Innovate,
and Compete in the Knowledge Economy. Jossey-Bass, 2012.
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Life of a Safety Event

Reportin Rapid Analysis and Action Closing the
P 5 Assessment Classification Planning loop

Initial response to errors is key to ongoing
transparency, and transparency is key to a
highly reliable culture.
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Safety Pause

14y Caring
@ What do our patients, their loved ones, and our caregivers need?

0 O 0 Did our process break down?
m Do we need to make any changes to promote safety?

A fismeuntaim



Safety Pause: Caring & Learning
A Brief Guide and Summary

The safiety Pause is an effective way for teams to respond when things don't go the way we intend or hope. A pause can
be helpful after any difficult event: for exampls, passing of a patient, & caregi ical error, or an
emaotional encounter with an upset family member. Here's what you can expect:

Guiding Principles
1. Caring: Wha r patients, their loved ones, and our caregivers need?
2. Learning: Did our process brezk Are any changes needed to promote E—EfEt‘.l'?1

Caring

Supporting caregivers after a difficult event

‘Wi want to help our patie i2 the healthiest i & and fulfilled at work.
Sometimes, despite our ] i thizn thi
happens, we feel 3 great burden. Sharin ¥ ) n help re
the emationzl toll on our caregi

Step 1. Motify your local leaders of the situation, who will engage the appropriate, small group, including the
clinical risk team for support.

Step 2. This group will ask: How is the patient and family doing? What immediate communication or help do
they nesd?

Step 3. A leader or peer will be assigned to reach out to affected caregivers tz listen and offer emotional
support. What do they need? Do they need time away from work? Offer employee assistance (EAP) contact

Step 4. Huddling &s 3 tearn and sharing emotions (EAP may be present for this) may be effective after difficult
nts. Ongoing support is often needed after difficult events. Contact your HR representative or the team lead
for further guidance.

Learning

Learning quickly to improwe our care

As @n organization committed to keeping our patients and caregivers Always Safe, we strive to learm an tinuously
improve our procssses.

Step 5. Co gtions ta Learn: The team will gather pertinent facts while memories are fresh to understand
any potential risks that should be addressed immediately. Ask: Did our process break down?

Step 6. Sofety Pouse Debrief: The team lead will bring together involved caregivers to disouss what we learned.
what immediate changss are needed to promote safety? How and when can the t2am safely return to work?

Is this a rigid process?

There may be variations in how this is done — and tha vour teams and their leaders will provide some of the
muost effective support for other. Remember that the guiding principles are Caring and Learmning — ng well with
our walues of Integrity, Trust, Excellence, Accountability, and Mutual Respect.
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Ra p|d Assessment (ad hoc meeting)

The Team:
1. Executive Leadership Team o 0

(Sentinel/Never Events)

2. Specialty Based and Community Based
Leaders

3. Office of Patient Experience Leader

System Clinical Program and/or Shared
Clinical Service Leaders

5. Local Administration, department leads
and department managers

6. Clinical Risk and Safety

A st



HARM EVENT ASSESSMENT TEAM (HEAT)

. Weekly meeting with system operational and
clinical leaders. Local teams are invited as adhoc
based on event location.

. Discussion includes patient and caregiver support
needs, equity concerns, learning opportunities,
classification, and action planning.

A st



Life of a Safety Event

Reportin Rapid Action Closing the
P 8 Assessment Planning loop

Finding the holes in the cheese...

A fptsrmounain



(1) Problem PATIENT-CONTROLLED MORPHINE
OVERDOSE Cause Mep

What Probiem(s) Morphine overdose, patient death
When sl Unknown Pump was programmed for lower morphine concentration, which
Different, unusual, unique 1 mg/mL cassette not available i
was not available
Where Facility, site Post-anesthesia care unit & ward as not a
Unit, area, equipment Infusion pump . ) ; PLA R ! ) A W. Hicks, PhD, RN, FN Xa I I I e O
Task being performed Pain management/recovering from C-section Whil \ths from PCA . e impo

Impact to the Goals

Patient Safaty Patient death B - . .
Employee Safety Risk of second victim 2 at PCA i a u S e a
Compliance i ) ) ' A

Never event
Patient Services Overdose of morphine Froperty,

Possible Solutian:

Property/ Equipment 1 mg/mL morphine concentration not available P Ll | oo oy
Labor! Time Respmge‘ imresﬂgaﬂen prodict shorages O O
" L { 1mgmL
~ _ _ — m&"m““'lf‘:"’ | concentranon
Frequency Mortality from user programming emors with this dispensing cabinet marphine not Possable Sohution:
p - S r —_ lable Use of baroadi
device estimated to be a low likelihood event (1 in i S0 e e
3300010 1in 336 800 pundeets mdin -
) bée Sclutian. the concenlrations far Setlings
Lise of smat PCA agents available __|  incomectly Owerlooked Confirmation
pumps which ! entered by dose variation bias 7
@ Aﬂalyﬁls ’Hpmp::m mn:.s%n:;nm PACU nurse —
i) L=
mh:d-‘“ of mnr:t;lne AnD Routinety sincked
Breac LS dose (1 mgpml )
More Detalled Cause Map - Add detail as information bacomes avallable Evidence: § mgimL mpl,":sm'u"' replsced with
Too much ennoeniration wsed Incomect device independen double highes dose (5
marphine instsad of 1 mg/mL sathings of order, mgimL}
administerad product, and pumg
AND
Why? R seltngs
Deedivery lmits Lack of
Effect [+— Cause basad on lowsr (€— o factive double
Patient concentration chack
Services Evidence: Evidence &
NOTE: Read the Cause Map fram |&lt 1o fight with the e -
phwass "Was Caused By" in placs of sach arnow, Goal impacted I it Conceniration (Only confirmed
Overdose of AND programming erroc nat checked by pump setings
morphing where marphine ward nurse were conadatant
1mg/mL was enlered in with onder
Evidence. Autopay the Infusion pump
Patbent Safety revealed I insbead of 5§ mgimL
M i, : t
Goal Impacted ::::::':W”“ 3 Solutlons
Effactive pain -
cantnal
[— Owner(s|
W Wl | Fisk of second | Patent given o No Action ltem Cause N ( "
Impacted victim PCA manphing ames
| Doas nat & "
Patient death AND T require rursing| | 1 Improve supply chain to avoid product| 1 mg/mL concentration Purchasing
Use of manilaring stafi o — morphing not available
compliance I ;e Nechnolagy administer 2 only one sirength in a Higher concentration of Phamcy
Goal Impacted ver aven Lack of morphing used
monitoning Standardize and limit the
equipmant 3 [concentrations for PCA agents
Evidence: Capnography
Thmi Responas, ol mrre ol have  — = - -
\pacted inveslsgatian lnlertod atalf 1o Use of smart pumps which suspend | Too _much maorphine Chisf a_:ucuum_.l
deteriarating clical 4 |infusion when physiclogical administered operating/ nursing/
condion
parameters are breached medical officer
AND =
Forah of our Roct Cause Analysis T 5 |Use hllmw Overlooked dose variation
Chiroai Cacs caae s rosta s g v ot s it patiant Posaible Saluion . —
_overdoss | | |Nesses & record 6 Perform independent double checks |Lack of effective double check  |Licensed clinicians son Think Reliabili
. 5 —_— wital wigns Inchuding | Esedence Per case of order, product, and settings see N ty
ThlnkREIlablllw dapth of respiralion, | study, sroring = . ese
pan and sedslion | respirstion suggesls 7 |Use dnw Lack of manitoring equipment
Investigate Problems, Prevent Problems. deaper sedalion, : .
e B v Signa ofdesp |  Jatich panstatly . m:;a record vital W‘:ﬁhﬂl‘lw Signs of deep sedation missed \{V}’} lntermountaln@
sedniion precedes respsralory depth of respiration, pain
—————— oy g madion s Healthcare




Life of a Safety Event

Reportin Rapid Action Closing the
P 8 Assessment Planning loop
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Life of a Safety Event
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Stren

gth of Action Plannin

Action Plan Score Card

ank e

ach

ion From 1-5,

Strong——————— Moderate —————— & YWeak

zing the

5 4 3 Z 1
02010210 —
Strength | Feaczibility B':;:E'}g'a § Lessoms Sit:st::na:ll
Processes Time to - Learmed & 3 Plan
Zimplified implement Caregiver s measurement
P Input yrtem 5 of success
Imnack
20% 20% 20% 20% 20%
4 3 4 5 2 36
EXAMPLE: Test #1
5 1 4 5 1 3.2

EXAMPLE: Test #2

Ltilize criteria in below columns to derive a score in the action plan grid,

Criteria Key

‘wheak

Ratdng

Sitrength

Feasibility

BurderiTrade Qffz

Replicability

Sustainzhbilitg

Mo process was
reviewed

Projects that are > 150 days,
high cosk extenzive resources

Mo caregiver input of
ideas For proposed
action task

Cannat be replicated ar
shared across the syskem

Mo sustainability plan
developed

Process reviewed { Mo
impravement identifizd

Projects that are »150 days,
maderate bo high cost, bigger
pay off

Frontline caregiver input
to proposed action task

Can be replicated but
OMLY zhared with
Facility

Fustainability plan identified,
and documentation' skandard
work modified or created

[ad

Process reviewed &
wducation need identifizd

Projects that are 30-150 days,
low to medium cost, low bo
med effart, pay-off iz low ko
medium

Caregiver ideas bo action
task

Can be replicated and
shared wikh Service Line

Fuztainability plan identified
with indicators for
meazuremants of success in
addition ko &2 criteria

Process reviewed &
requires change ko the
process

Project thak are <30 dayz, high
pavback, low cffort, low case,
low hanging fruit

Caregiver input ko ackion
tazk AND support of
propased action plan

Can be replicated and
shared with leadership,
during weekly sharing of
lessons learned

Fimple sustainability plan
that identifies indicators,
regulatory documents, &
SNECESE Mkasurements [LEW!)
Follow-up plan] in addition
to B2 & #3 criteria

Strong

Pracess reviewed and
process simplificd

*If RCA involves a dejavu
wwink, Ehen 2 simulation
consultation must oocur
far a score of 5.

Eiest possible Outcome in <30
days with favorable balance of
<ozt ko benefit

Caregiver and PFAC
input 4D support of
proposed action plan,
AMD caregiver identified
ta champion changes

Tools developed can be
shared systemwide with
multiple service lines and
Facilities

Scheduled cvent For
Executive zponzors to review|
and verifiy cutcomes
successfully zustained [150-
day review] in addition to
#2, #3, and 4 criteria

\ 4
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Criteria Key

Rating

Strength

Feasibility

Burden/Trade Offs

Replicability

Sustainability

Mo process was reviewed

Frojects that are > 180 days,
high cost extensive resources

Mo caregiver input of
ideas for proposed
action task

Cannot be replicated or
chared across the system

Mo sustainability plan
developed

Process reviewed / Mo
improvement identified

Projects that are =180 days,
moderate to high cost, bigger
pay off

Frontline caregiver input
to proposed action task

Can be replicated but
OMLY shared with facility

Sustainahbility plan
identified, and
documentation/ standard
work modified or created

Process reviewed &
education need identified

Projects that are 30-180 days,
low to medium cost, low to
med effort, pay-off is low to
medium

Caregiver ideas to action
task

Can be replicated and
shared with Service Line

Sustainahility plan identified
with indicators for
measurements of success in
addition to #2 criteria

Process reviewed &
requires change to the
pProcess

Project that are <80 days, high
payback, low effort, low case,
low hanging fruit

Caregiver input to action
task AND support of
proposed action plan

Can be replicated and
shared with leadership,
during weekly sharing of
lessons learned

Simple sustainability plan
that identifies indicators,
regulatory documents, &
SUCCEss measurements (LW
Follow-up plan) in addition
to #2 B #3 criteria

Process reviewed and
process simplified

*If RCA involves a dejavu
event, then a simulation
consultation must occur
for a score of 5.

Best possible Outcome in <30
days with favorable balance of
cost to benefit

Caregiver and PFAC input
AND support of proposed
action plan, AND
caregiver identified to
champion changes

Tools developed can be
shared systemwide with
multiple service lines
and facilities

Scheduled event for Executive
sponsors to review and
verifiy outcomes successfully
sustained [180-day review)

in addition to #2, #3, and #4
criteria




Action Plan Tracking
Moving to the CI Portal

Problem Solving

FROFECT

MHAMEBEELILE

Value Improvemernt

Project Tracker
Ml Froject Board
" Project Chart

Best Practice Integration

‘

Showing 1w 15 of 2

Fyan Christensan, Danel Mystrom
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DEPARTMENT
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PCH Safety Events

PLH Safaty Ewfrild

START
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Argie SCat Delwy in Diagnosis of Abdominal Mass .
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Sustainability

Action plan
evaluation

45-day 90-day 180-day
progress completion sustainability
check-in report out report out

One Year
upon check-in

completion

W lstmountaim



Life of a Safety Event

ReDOriN Rapid Analysis and Action
P 5 Assessment Classification Planning

“The single biggest problem in
communication is the illusion that it
has taken place.”

George Bernard Shaw
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Closing the Loop

Reporting Caregiver
Involved Caregivers
Formal Lessons Learned

Action Plan Evaluation Team

Leadership Teams and Boards

Cl Portal Tracking

W lstmountaim



Questions?
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